Sir, We read the article "Acoustic radiation force impulse elastography for detection of renal damage in children" by Goya et al. [1] , with great interest. A precise identification of sampled renal segments and their orientation according to the US beam is obligatory when performing renal ultrasound elastography [2] , because Gennisson et al. [3] showed the effects of anisotropy in vivo in pig kidneys with high mean variation due to complex intrarenal architecture [3] . Later Bruno et al. [4] in evaluating the kidneys in children with vesicoureteric reflux stressed the importance of orienting the region of interest with its main axis lying as parallel as possible to the main axis of the pyramids to reduce the effect of anisotropy. However, Goya et al. [1] did not discuss this technical aspect in their article [1] . In addition, Bruno et al. [4] emphasised the importance of constant compression exerted on the transducer when making shear wave velocity measurements. This followed from the findings of Syversveen et al. [5] , who reported that acoustic radiation force impulse elasticity estimates may, in general, vary with applied transducer force. This technique detail also was not mentioned by Goya et al. [1] . Studies have shown that variability of measurements in the renal parenchyma is a real issue, whichever elastography technique is used [2] . Therefore meticulous attention to quality control in image acquisition and measurements is essential for implementation of this technique, especially in children.
We also think it is essential to calculate shear wave velocity cut-off values with receiver operator characteristics curve analyses, using dimercaptosuccinic acid scintigraphy severity score and vesicoureteral reflux grade as reference standards, before clinical implementation.
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